Cutaneous malignant melanoma is the third most common cause of cerebral metastases in men after lung cancer. 1 The reported incidence of brain metastases (BM) is 10-40%, but many patients may have subclinical BM, as evidenced by higher reported incidence at autopsy (12-73%) and the frequent discovery of asymptomatic BM in brain imaging studies. 2 The natural course of the disease is generally accepted to be variable and unpredictable from patient to patient. Brain metastasis usually occurs within a few years after removal of the primary malignant melanoma although 5-15 years may elapse in some cases. Patients die usually within a few months after the clinical manifestations of BM; however, longer survival has also been reported. [3] [4] [5] Of all primary tumors, it has the highest propensity to metastasize to the brain --up to 75% of all patients who died from melanoma harbor brain metastasis and in 50% of these patients, brain metastasis is the cause of death.
sole and left sided inguinal lymphadenopathy. The ulcerative lesion was 2 cm × 3cm in size, blackish in color, surrounded by multiple satellite nodules with irregular surface and margins (Fig 1) . The edges were everted, floor was covered by unhealthy slough with blackish tissue debris. The lesion was non-tender, local temperature was normal and the base was indurated but the lesion was free from the underlying bone. No intransit deposits were found. Excision biopsy was done and histopathology showed poorly differentiated malignant tumor. The left inguinal lymph nodes were enlarged, multiple in numbers, hard and fixed with one another as well as fixed with overlying skin but free from underlying structures. FNAC was consistent with the features of metastatic malignant melanoma (Fig 2) . The patient had no features suggestive of hepatic, pulmonary, bony and cerebral metastases. The patient received 3 cycles of chemotherapycombination of cisplatin and dacarbazine (DTIC). All parameters were thoroughly assessed. Radiography of the left foot showed no bony involvement, the ultrasound of abdomen revealed normal findings and chest radiography showed no sign of metastasis. All routine biochemical parameters were within normal limit. The patient was then referred to the surgical oncology unit for intervention. After adequate pre-operative work-up wide local excision of the primary lesion and inguinal lymph node dissection of the ipsilateral side were done. The postoperative outcome was uneventful up to the 3 rd postoperative day. Then the patient suddenly developed right sided hemiparesis. On examination, Glasgow Coma Scale (GCS) was 15, the Modified Research Council (MRC) muscle strength was 3/5, the bowel and bladder control were intact. CT scan of brain was done and bilateral cerebral metastases were found (Fig 3) . The patient was then referred to National Institute of Neuroscience (NINS) for further management.
Discussion
Melanomas are the third most common cause of intracranial metastases after breast and lung carcinomas. 11, 12 The incidence of central nervous system (CNS) metastases in patients with melanomas ranges from 10-40% in clinical studies. 13 CNS metastasis is the most worrisome feature of malignant melanoma, leading directly to death in the majority of patients. 9, 14 The central nervous system acts as a sanctuary site for metastases. This may be because of the relatively impermeable blood-brain barrier to chemotherapeutic agents, therefore explaining the disappointing results with cisplatin, fotemustine, lomustine and dacarbazine. 14 A standard treatment for patients with metastatic malignant melanoma has not been yet established. The prognosis of cerebral metastasis of malignant melanoma is poor. The median survival time ranges between 2-10 months. [15] [16] [17] [18] [19] [20] [21] Only 10% of patients survive more than 1 year after diagnosis. 22 The therapeutic response of patients strongly depends on the number of metastases. 2, [21] [22] [23] Age, sex and the time interval between the period of appearance of primary malignant melanoma manifestations and the features of cerebral metastasis have not shown any significant effect on the clinical outcome. 21 Frequently multiple cerebral metastases are evident. 23, 24 Prospective randomized trials have demonstrated the benefit of surgery for the treatment of a single metastasis in the brain. 25 So, surgery is the choice of treatment for the majority of patients with a single metastatic lesion 26 , but only a few selected patients with multiple metastases in the brain are treated surgically. 27 Recently, Konstadoulakis et al 27 reported that the median survival time of surgical resection for multiple brain metastases was 8 months. They concluded that performing multiple resections of brain metastases from melanoma is considered as a radical approach, especially in young patients with well-controlled systemic disease. The main aim of a simultaneous onestage resection for multiple metastatic lesions is limited improvement in the quality of the patient's remaining life, so the indications are extremely limited. The two preconditions required are --the patients should be young and have well-controlled systemic disease, and dramatic improvements of neurological symptoms may be expected following the resections.
The surgical options for managing two intracranial lesions are influenced by the presence of another intracranial tumor. When two lesions are contiguous, they may usually be removed using a single approach, but when they are distant from each other, the surgical approach depends upon the type of lesions. 28 When one tumor is malignant and the other is benign, the malignant tumor must be removed first. A second craniotomy may be performed at least 10 to 12 months later when the benign tumor is large enough and/or symptomatic, or shows a tendency to grow. When the two lesions are malignant and large or symptomatic tumors, both lesions may require early resection. In such cases, there is no consensus as to the best surgical management. In the present case, the patient presented with multiple large distant symptomatic metastatic lesions. The one-stage operation using two approaches has several risks. The patient's surgical position must be changed under general anesthesia and the operation time is longer and more invasive. Nevertheless, the significant reduction of intracranial pressure obtained by surgery may produce immediate and dramatic improvements of the patient's neurological symptoms. The conventional treatment for multiple metastatic brain tumors is radiotherapy. 29 The superiority of surgical treatment over radiotherapy for managing multiple metastases in brain from primary malignancy is nothing but the immediate reduction of intracranial pressure.
